e

Student Information

Student name . Date of birth
Studen{_ address

School . Grade/Class Teachet School year
List any known drug alfesgies/teactions Heigh‘t Welght

Prescriber Authorization

Name of medi{aﬂnn‘ Circumstance for use

Dosage Raute Timefinterval
Date to begin medication ‘ Date to end rmedication

Circumstances for use -~

Spedal Instructions

Treatment in the event of an adverse reaction

Eplaephrine Autclnjector O Notapplicable .
O Yes, as the prescriber { have determined that this student Is capable of pessessing and using this autelnjector appropriately and have provided the student
with training In the proper use of the autoinjector.
Asthma Inhaler O Notzpplicable

O Yes, it conditions are satisfed per ORC 3317.716, the student may possess and use the inbaler a1 school or at 2ny activity event or program sponscred by orin which the
student's schoo) is a participant.

Procedures for school employaes if the student s unable to administer the medication or if it does nol produce the expected relief

Possible Severe Adverse Reaction(s) pes CRC3317.716 and 3313718 .
8)To the student for whom it is prescribed (that shauld be reported to the prescriber)

byt a student for whom Itis not prescribed who recelves a dose N

Other medication instrrcions
_| Does medication require refrigeration?. QYes B No Isthe medication a conteoifed substance? [lYes QO No

" Prescriber signature . | Date ' Phone . | Fax

Prescriber naroe {print}

Reminder note for prescriper: ORC 3313.718 requires backup epinephrine autoinjectar and best practice recommends backup asthma Inhaler.

Parent/Guardian Authorization

#  lauthorize an employee of the school board to administer the above medication. 1 understand thatadditional parent/prescriber signed statements will be necessary if the
dosage of medication s changed. i | also authortze the licensed healihease professionat to talk with the prescriber o pharmacist to daiify redication orcler,

L@ edication form must be received by the prindipal, hisher designee, and/or the school nurse. BT | understand that the medication must be in the original container and be praperly
faheled with the student’s name, presciiber’s name, date of prescription, name of medication, dosage, strength, time interva), route of administration and the date of drug expiration
when appropriate. :

Parent/Guardian signature Date #1 contsct phone #2 contack phone

Parent/Guardian Self-Carry Authorization

B For Epinephine Autalnjector: As the porent/guardion of this student, louthorize my chitd to possess and use an epinephiine ablolnjector, os prescribed, at the school and any acihvity, event, or
program sponsored by of inwhich the student’ school is a participant. understand that o school employee will inmediately request asslstonce from an emergency medicof service provider if this
. medication s edmintsteced, will provide @ backup dose of the medication to the school principal of avise os required by low.

0O ForAsthmo inholes As the parent/quardion of this student, | uthorize my child to possess anduse an asthma Inhafer o5 preseribed, o1 the schooland any activity, event, or progiom sponsored by
or in which the student’ schoolis a porticipant.

Parent/Guardian signature Date "#1 contact phane ) #2 contact, phone
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